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EDITORIAL  
Vascular Surgery in Switzerland 
B. Nachbur 
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The state of vascular surgery in Switzerland today 
cannot be understood without a brief review of this 
country's history. The present constitution of Swit- 
zerland dates back to 1848; its three dominant prin- 
ciples are federalism (cantonal sQvereignty), liberalism 
and democracy. It is the principle of federalism which 
needs to be fully recognised in order to grasp the 
state of vascular surgery in Switzerland. The Swiss 
constitution guarantees each canton, whether powerful 
or poor, two seats in the senate and to be part of 
a body that has the means to check the house of 
representatives. 
Switzerland has 20 cantons and six half-cantons 
which exercise all the powers of government not del- 
egated to the federal government. Notably, the cantons 
are in charge of education, income tax and health care 
(as far as this does not interfere with nationwide 
health regulations), as well as the administration and 
regulation of drugs. Practically all cantons run public 
hospitals (district, regional or cantonal) which function 
as community hospitals and represent the backbone 
of basic medical hospital care. Their duties also include 
the care of the socially disadvantaged and thus, with- 
out exception and contrary to the private hospitals, 
are regularly in deficit. This deficit is covered by the 
communities being served and by money derived 
from income taxes of the respective cantons. With the 
exception of open heart surgery and neurosurgery, 
the cantonal hospitals will therefore insist on being 
adequately competent in all other fields of surgery. 
This includes vascular surgery. Although some large 
non-university hospitals have recognised the need for 
specialised units, the fact remains that vascular surgery 
in a country of 7 million inhabitants i being practised 
by "general" surgeons with an interest in vascular 
surgery in almost all cantonal hospitals, in many 
regional hospitals and even in some district hospitals 
serving a population of hardly more than 50000 in- 
habitants. It is unnecessary to say that the caseload is 
therefore often insufficient o provide the necessary 
expertise and to afford the ancillary infrastructure for 
an up-to-date vascular service in every domain of 
vascular surgery. As a result of the wide dissemination 
of vascular patients, the academic potential of teaching 
hospitals is compromised. It is also difficult for general 
surgeons practising vascular as well as the whole 
spectrum of general surgery to attend the various 
scientific meetings and courses where the latest de- 
velopments on the state of the art are presented. This 
is one of the great drawbacks of the principles of 
federalism, which has resulted in the construction of 
barriers unquestionably preventing concentration i  
generally acknowledged specialities and hampering 
promotion of professional competence. On the other 
hand, it might be said that the widespread surgical 
practice of "generalists" allows for a comprehensive 
approach to the patient, and credit must be given to 
these polyvalent all-round surgeons for doing their 
utmost o follow developments in the multiple fields 
and subspecialties. The system of consultant surgeons 
is, unfortunately, unknown in Switzerland, and there- 
fore specialists cannot be called upon routinely where 
necessary. 
So where does vascular surgery in Switzerland stand 
academically and scientifically? In the late fifties, when 
vascular surgery began to pick up in the European 
countries, Switzerland was internationally - or at least 
in central Europe - at the forefront. At that time 
vascular surgery in Switzerland was the privilege of 
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a few university centres only: Basel, Bern, Lausanne 
and ZUrich and names such as P. Waibel in Basel, A. 
Senn in Bern, R. Mosimann in Lausanne and B. Vogt 
in Z~irich were prominent. The first comprehensive 
book on arterial surgery published in the German 
literature came from Bern (A. Senn) in 1963. With the 
growing dissemination depicted above, and with the 
lack of academic drive in some teaching hospitals, 
the number of important vascular surgical papers in 
international journals coming from Switzerland has 
taken a downhill course. The author was painfully 
aware of this during the second annual meeting of the 
European Society for Vascular Surgery in Malm6 at 
the beginning of September 1989. Without further ado 
the Swiss Society for Vascular Surgery was founded 6 
weeks later in Bern, with the specific aim of raising 
the standard of vascular surgery in this country, of 
promoting research into the field of vascular surgery 
and of organising seminars and meetings in order to 
establish such standards. Since then the national so- 
ciety has grown and now has a membership of 82, 14 
of whom are vascular surgeons from neighbouring 
Germany and Austria. It includes all those surgeons 
who practise some vascular surgery and have an in- 
terest in this field. Therefore, although membership 
must be sponsored by peers, it is not an exclusive 
society. By making higher demands on the quality of 
papers submitted to annual meetings we expect to 
reflect upon the quality of services provided and to 
spawn original academic ontributions. 
Are vascular surgeons in Switzerland therefore cap- 
able of making a difference in the world of science? 
The answer is perhaps questionable if regarding purely 
vascular surgical contributions, but affirmative, how- 
ever, if taking into account R. Aaslid's development 
in 1982 in Bern of transcranial ultrasound recording 
of flow in basal cerebral arteries and the resulting 
global impact this has had on surgery of the carotid 
artery worldwide. The answer is also positive if one 
includes interventional angiology. In the early sev- 
enties Andreas Gri~ntzig in Ztirich pioneered inter- 
ventional angiology, which changed the scene of 
endovascular reconstructive vascular repair all over 
the world. His impact has been enormous and is being 
felt today more than ever. By 1977 he had not only 
successfully treated haemodynamically relevant sten- 
oses and short occlusions of the iliac and femoro- 
popliteal arteries, but also ventured into the coronary 
arteries and in Ztirich had been the first to perform 
PTCA repeatedly with success and with the back-up 
of the cardiac surgeons. In 1977 Felix Mahler in Bern 
also pioneered the first successful percutaneous di- 
latation of renal artery stenosis in reno-vascular hyper- 
tension, and this method too has found worldwide 
use based on publications of his long-term follow-up 
results. As a result, collaboration between the vascular 
surgeon and the interventional ngiologist (as well as 
with cardiac surgeons) is extremely close and ex- 
emplary in Z~rich as well as in Bern, where advances of 
real importance continue to be made, e.g. percutaneous 
catheter aspiration of acute occlusion of the popliteal 
axis which has been developed by Ernst Schneider in 
Zi~rich. 
Although organ transplantation a d cardiac surgery 
evolved later as a spin-off of vascular surgery, due to 
the dominant prestige of cardiac surgery in Swit- 
zerland the role of the vascular surgeon has in some 
places been curtailed to one of caretaker of peripheral 
vascular disease, a more tedious field of activity than 
that of central (or proximal) vascular disease. Where 
such settings prevail, a vascular surgeon is accepted 
on the premise that he take care of peripheral, i.e. 
infrainguinal, vascular problems only, which pre- 
dominately afflict a socially more disadvantaged seg- 
ment of the population. This leads to a situation where 
vascular surgery risks being separated in two, divided 
by the inguinal ligament. The position of such a vas- 
cular surgeon is not a good one and fraught with 
frustration if access to the aortoiliac axis or to the 
carotid arteries is not permitted. Fortunately this is 
not the case in Berne or Basel, where close co-operation 
with the cardiac surgeon is highly beneficial, for in- 
stance in the treatment of thoracic and thora- 
coabdominal aneurysms. But in other places the 
vascular surgeon is not welcomed by his cardiac- 
surgical colleagues and has difficulty establishing au- 
thority in this field. 
At present the syllabus for the vascular trainee 
comprises 6 years of structured training in "general" 
surgery, with a "gate-keeping" exam in basics after 2 
years and a board examination in common trunk 
surgery after another 4 years (too long?), before being 
entitled to embark on training in one of four accepted 
subspecialities over a period of 3 or 4 years. On the 
other hand the curriculum of cardiac surgeons who 
have deliberately separated and removed themselves 
from the National Society of Surgery is much shorter: 
after 2 years of basics and without additional "common 
trunk" training they can immediately begin their cur- 
riculum in cardiac surgery. The latter calls for a mini- 
mum of 4 years of training, whereby easy and early 
access to vascular surgery can be gained in such centres 
where the opportunity is there. It has to be ac- 
knowledged that the standard of proximal vascular 
surgery practised by cardiac surgeons in such places 
is obviously higher than in non-specialised surgical 
services. 
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The benefits of comprehensive vascular in- 
terventions to the community (which include close 
cooperation with ancillary services) are being in- 
creasingly acknowledged by patients as well as re- 
ferring doctors and predictably by future cantonal 
healthcare purchasers. Moreover, many islands of un- 
satisfactory vascular surgical practice persist, for in- 
stance where general surgeons with a vascular interest 
work alone and cannot provide their services around 
the clock, nor have the back-up of ancillary in- 
frastructures. It is hard to dispute that the day of the 
specialist vascular accreditation is drawing nearer. 
Concomitantly, for political reasons, the average dura- 
tion of training of all hospital trainees will quite prob- 
ably have to be reduced by a number of years. The 
consequence which is a structured and intensive train- 
ing programme must therefore be drawn and enforced. 
In conclusion, the following changes must be im- 
plemented rapidly in Switzerland if vascular surgery 
is to prosper: 
(i) Vascular surgical units must be established and 
recognised as independent specialities at teaching 
hospitals where trainees learn the profession 
"hands on" under supervision of competent peers 
in Switzerland. 
(ii) 
(iii) 
Following completion of a structured training 
programme of clearly determined length, the 
trainee is eligible for certification by a national 
board of vascular surgeons. 
Regular exposure to ancillary services such as 
endovascular p ocedures, catheter therapy, non- 
invasive diagnostic testing and laboratory-based 
research, as well as close relationship to other 
related vascular specialities, all come within the 
provisions of regulations governing eligibility for 
certification. 
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